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The following citations represent the findings of
health resurvey #QQPU11.

F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156
ss=D | RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice (if any) of the State developed under
§1919(e)(6) of the Act. Such natification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
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under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
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applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 3 residents, with 11
included in the sample. Based on interview and
record review, the facility failed to provide the
appropriate liability notice (a notice of Medicare
non-coverage) for 2 of 3 residents reviewed for
liability notices. (#55 and #56)

Findings included:

- Review of a form provided to resident #55 and
signed 6/11/15 regarding end of therapy revealed
it was not the correct form and did not tell the
resident what date their services would end.

Upon request from the facility, the facility failed to
produce a liability notice for resident #56.

Interview with administrative nurse A on 8/11/15
at 2:09 PM revealed he/she could not find where
staff gave the appropriate liability and appeal
notice to resident #55 and could not find where
staff gave a liability notice to resident #56.

Interview with administrative nurse B on 8/11/15
at 3:45 PM revealed the social worker ensured
residents got their liability notice of non-coverage
after a care meeting. Staff B reported he/she
thought the social worker was on vacation at the
time both residents #55 and #56 discharged from
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services. Staff B reported he/she did not know
why the residents did not have the proper forms
filled out, unless the nurse on duty at that time
just grabbed the wrong form.

The facility failed to provide the liability notices to
two residents.
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